The importance of social comparison in shaping individual utility has been widely documented by subjective well-being literature. So far, income has been the main dimension considered in social comparison. This paper aims to investigate whether subjective well-being is influenced by inter-personal comparison with respect to health. Thus, we study the effects of the health of others and relative health hypothesis on two measures of subjective wellbeing: happiness and subjective health. Using data from the Italian Health Conditions survey, we show that a high incidence of chronic conditions and disability among reference groups negatively affects both happiness and subjective health. Such effects are stronger among people in the same conditions. These results, robust to different econometric specifications and estimation techniques, suggest the presence of some sympathy in individual preferences with respect to health and reveal that other people"s health status serves as a benchmark to assess one"s own health conditions. JEL classification: C21; D64; I31
I. INTRODUCTION
Investigating the determinants of individual well-being is becoming a popular task among empirical economists. Research on this topic has become even more popular in recent years, thanks to the availability of surveys on self-rated happiness and life satisfaction for many countries.
However, measuring utility poses a number of relevant problems. Some scholars have showed that self-rated happiness scores are not completely reliable, as they can be influenced by contingent circumstances and recall bias due to the temporal sequence of relevant events. Others argue that happiness scores are subject to important cultural biases among countries (Ostroot and Snyder, 1985) 1 . Despite these difficulties, research on subjective well-being is important for many reasons, especially on normative grounds. Measuring happiness permits, for instance, the evaluation of the welfare net effects of policies which imply some kind of trade-off (ie inflation vs unemployment) (Frey and Stutzer, 2002) ; it allows the estimation of the effects on utility of institutional aspects, such as public governance (Helliwell 2003) More recently, with the intention to interpret the well-known Easterlin paradox (1974), wellbeing literature has shown that relative income, more than absolute income, drives happiness.
People get utility not only by objective conditions (i.e. higher income) but also by social comparison. In other words, it is not income per se that matters for utility but rather the position a person has in society.
In the same period, similar conclusions have been reached by other research communities (mainly epidemiologists and sociologists) focused on understanding health inequalities among different social groups. This research stream has highlighted that relative income contributes to the enhancement of both subjective and objective health conditions by reducing health-damaging factors such as stress and social isolation and by increasing health-promoting factors such as a good diet and physical exercise.
In summary, these two research streams suggest that inter-personal comparison strongly influences the subjective assessment of happiness and health, but so far, income has been the only dimension considered in social comparison.
This paper analyses the role of interpersonal comparison with respect to health on happiness and subjective health using data from the Controlling for various conventional determinants of subjective well-being and using a standard reference group identification criteria, we find that a high incidence of chronic and disability conditions in the reference group affects negatively both happiness and subjective health and that this effect is stronger among people with similar health conditions. These results are robust to different econometric specifications and estimation techniques. In addition, despite some peculiarities, our results are valid even across people with a likely different cultural background (living in the North vs the South of the country).
2 The difference between these two concepts relies on the validity of the hypothesis of selfish individuals. According to Sen"s sympathy concept (1977), the presence of some interest on the well-being of others could be explained even without relaxing the hypothesis of self-interested individuals. As Sen (op cit. p. 95) states "behaviour based on sympathy is in an important sense egoistic for one is one-self pleased at others" pleasure and pained at others" pain and the pursuit of one"s own utility may thus be helped by sympathetic action" . Sympathy can be viewed, then in terms of externalities. The importance of this concept in health care has been highlighted by Culyer (1976) .
The rest of the paper is organized as follows. Section two briefly summarizes literature on the importance of social comparison for subjective well-being. Section three presents the data. Section four sketches out the empirical model and describes the variables used in the analysis, along with some descriptive statistics. Section five presents and discusses the results along with some robustness checks. The last section summarizes and concludes.
II. SOCIAL COMPARISON AND SUBJECTIVE WELL-BEING
After the Easterlin (1974) seminal paper, subjective-well being research has been deeply concerned about the influence of social comparison in shaping individual utility. By showing the flat level of happiness in the last 100 years even in the presence of a strong increase in absolute income, Easterlin"s paper (1974) has been a cornerstone for happiness research for two reasons. On the one hand, it suggests that income plays a minor role in happiness once an individual rises above a poverty line or "subsistence level", while on the other hand, it implies that happiness depends strongly on relative status.
To put it formally, what seems to matter for happiness is individual income compared to the income of a "reference group":
where is individual income at time and is the income of individual i's "reference group" at time . Theoretical literature has suggested two definitions of reference income group, both internal (past individual income) and external (where comparisons refer to distinct demographic groups such as one"s own family, other workers at the individual"s place of employment, people in the same neighbourhood, region, country, or even people across a whole set of countries use as well as information on individual and household socioeconomic conditions. Furthermore, despite the survey lack of a longitudinal dimension, it contains information on happiness and objective and subjective health, which renders this data-set particularly suitable to our research focus 4 .
IV. EMPIRICAL MODEL AND VARIABLES DESCRIPTION
We estimate the following empirical model of subjective well-being ( ):
Where is individual health at time , is individual health compared to the health of reference group ( at time and is a vector of other explanatory variables. We estimate (2) using two measures of subjective well-being: subjective health and happiness.
Subjective health is measured according to the standard question: "How do you rate your health?" with five conventional answers "Very Good, Good, Fair, Bad, Very Bad". Happiness is measured according to the following question and answer on a six-point scale : "All together, how many times did you feel happy in the last four weeks? Always, Almost Always, Many times, Sometimes, Almost Never, Never".
We have information on 24 chronic conditions and several disability conditions grouped in 4
areas (Blindness and visual impairments, Deaf Mutism, mobility or orthopedic impairments, mental illness or emotional disturbance). All these conditions are self-reported but diagnosed by a physician; this should ensure that we refer to objective health conditions. Individual health is ground or even on sympathy ground. A family member with bad health conditions requires care from the other family members and eventually to afford monetary costs to buy medical care. This directly entails individual well-being. 4 Other surveys containing a longitudinal dimension and useful for a cross-country comparison (European Social Survey and The European Community Household Panel) lack these variables. It is noteworthy to observe that the variables used to identify the reference group of individual i (age, education, socio-professional status and living area) are all included in the regressors set. This should ensure that the coefficient in equation (2) is not contaminated by the variables chosen to identify the groups.
Unfortunately the data-set we use does not contain information on income but it provides information with self-evaluation of family economic resources on a four point scale: optimum circumstances, fair, insufficient, absolutely insufficient. We use four dummies to measure it.
In the subjective health equation we also add some variables of health care use, such as having had a medical visit in the last four weeks and the days of hospitalization in the last three months. The underlying hypothesis is that health care consumption can increase health status but it does not generate utility per se. Summary statistics and a description of all variables are presented in Table   1A (Appendix). In the case of qualitative variables, the first category presented is always the one chosen as a reference in the model.
Social Comparison And Subjective Well-being
We estimate equation (2) using both an OLS and ordered probit estimator. Both regressions are run correcting covariance-matrix for intra-reference group correlation, in order to avoid the socalled "Moulton problem" (Moulton, 1986). In section 4.1 and 4.2 some other empirical specifications are used, in order to check the robustness of our results.
V. RESULTS
Estimates of equation (2) for happiness and subjective health are presented in Table 2and table 2A (Appendix) 5 . Qualitatively, OLS and ordered probit estimations lead to similar results both with respect to signs and statistical significance.
Before discussing the main variable of interest, we briefly have a look at the other explanatory variables. The results we found are pretty standard in the empirical literature of subjective well-
being, but what is interesting is that happiness and subjective health seems to depend on very similar factors. Indeed, we find that objective health, economic circumstances, education, employment status, social capital and housing conditions are positive determinants of both happiness and subjective health. A positive effect of education on happiness has been found also by Kakwachi and Kennedy (1997), Wilkinson (1996) . Regarding studies on Italian data, the effects of economic circumstances, education, employment status and social capital on happiness that we found are coherent with Scoppa and Ponzo (2008). Finally, we find that happiness and subjective health are higher among males and have a non-linear relation with respect to age (the non linear relation between happiness and age has been found also by Blanchflower and Oswald, 2007) . As a non-standard result, we find that subjective well-being is negatively influenced by housing problems. The relation between housing problems and health is well-documented in literature (see Joshi et al., 2000) , while the effect on happiness is novel. Once again, this finding supports the idea that happiness and subjective health determinants are strongly comparable.
With respect to the key variable of our paper, we find ( Table 2 ) that health strongly matters for social comparison. We find that as the health of the reference group decreases (a higher proportion of chronic and disabled individuals) both happiness and subjective health decreases. The same occurs with respect to the health of family members which is also a positive determinant of both happiness and subjective health. This last result is in line with De Mello and Tiongson (2009) while, to the best of our knowledge, there are no previous papers that have investigated the relation between the health of the reference group and subjective well-being. Furthermore, we find that the effect of the health of the reference group is stronger among people in bad health conditions. This result occurs both with respect to happiness and subjective health. It seems, then, that both benchmark and sympathy hypotheses are confirmed. People seem to use others" health status as a benchmark to assess one"s own health conditions and because they care about others" health status.
In particular, the sympathy hypothesis seems to hold with respect to happiness results given that people in bad health may have more consideration towards persons with similar conditions. 
Robustness Check
In this section, we deal with one issue that might weaken the casual relationship we found between the health of the reference group and subjective well-being. Indeed, it can be argued that this relationship might arise because we do not consider the effect of the income of the reference group in our regressions. Empirical evidence, in fact, shows that people in better economic circumstances are even in better health (see Van Doorslaer and Koolman 2004, among others). An effect of the income of the reference group on subjective well-being, then, could bias the coefficient of equation (2).
To work-out such troubles, we re-run equation (2), adding as covariates, a measure of the proportion of people reporting to be in optimum economic circumstances in the reference group.
Estimate results of such estimates are presented in Table 3 (All covariates are presented in Table 3A in appendix).
In these new estimates, both the coefficients of health of the reference group and relative health are still significant at 1%. In OLS estimates the effect is smaller in magnitude. This means that a small part of the effect of the reference group"s health is due to an income effect, but health per se has a very significant effect on subjective well-being.
As for the income of the reference group, we find a slightly significant effect only on subjective health (10% of significance). In any case, we would advise not to rely too strongly on this coefficient, since a subjective evaluation of economic circumstances and endogeneity problems may lead to biased estimates. For our concerns, what is important is that controlling for the income of the reference group does not change our main results. 
Robustness to cultural differences
As a further robustness check, we try to deal with a potential cultural effect that may systematically change the determinants of subjective well-being across people with different cultural backgrounds. demonstrate that cultural differences can deeply affect cross-country comparison of happiness scores, contributing to the explanation of 40% of the differences in life satisfaction between the French and the Americans, for instance.
Even for subjective health assessment, cultural aspects may be relevant. Let"s think for example about religious aspects that can affect the decision to undergo medical treatment (such as the prohibition to accept blood donation for some religious groups) or "non conventional"
treatments that some indigenous groups receive when ill. To a greater extent, some have argued that health itself is a cultural construct rather than just the physical well-being of the individual; in which case it should be viewed as the emotional, social and cultural well-being of the whole community (Mooney, 2009).
Our data, based on the Italian population, is evidently not suitable for cross-country Tables 4 and 5 (all covariates are shown in Table 4A and Table 5A in the Appendix). As it can be noted, it seems that the main results of our paper remain confirmed, but with some particularities. We find that people in the South are more influenced by social comparison with respect to health when assessing their subjective health conditions, while they do not care in a significant way about the health of others in terms of individual utility. On the other side, it seems that the reverse occurs in the North, where people seem to care about the health of others for individual utility, but not to assess their own health. Anyway, in all regressions, both for happiness and subjective health, people in poor health are significantly affected by the health of the reference group. Hence, it seems that people from a Western-European cultural background perform social comparison regardless of their own individual health conditions, while subjective well-being of people from a Mediterranean cultural background is influenced only by the health of people in similar conditions. Even with these differences, some interest in the health of others is present for people both from a Mediterranean and Western-European cultural background. argued that an inter-personal comparison with respect to health is to be expected, given its relevance for human well-being and because it could be indicative of some sympathy in individual preferences or it could serve as a benchmark to assess one"s own health conditions. Second, we test the impact of the health of the reference group on happiness and subjective health, considering them as two related dimensions of well-being.
Social Comparison And Subjective Well-being
We perform our analysis checking for other conventional determinants of subjective well being, such as health, income, education, occupational status and social capital while using a generally accepted measure of reference group identification (see Ferrer-I-Carbonell (2005) and
Mcbride (2001)). To check the robustness of our results, we even test for the effect of income of the reference group. In addition, we perform the analysis on two separate samples of people living in the North and the South of Italy, in order to check the stability of our results across people with different cultural backgrounds.
The main result of the paper is that the health of the reference group does positively influence subjective well-being. We find that a high incidence of chronic and disability conditions among a reference group negatively affects both happiness and subjective health. This result seems to show that individual preferences, with respect to health, elicit some altruism or sympathy and demonstrate that people are influenced by other"s health in assessing their own health conditions.
Regarding relative health, we found that people with bad health conditions are more negatively influenced by the bad health of others than people in good health. This last result seems to support the sympathy hypothesis given that people in bad health may have more consideration towards persons with similar conditions.
As a secondary result, we found that underlying casual mechanisms of happiness and health are somehow alike. Individual health, economic circumstances, education, employment status and social capital are positive determinants of both the happiness and subjective health. Furthermore, we found that housing problems are both health-damaging and happiness-reducing.
On a normative ground, our results might be consistent with Culyer"s old argument (1976) which supports the public financing of health care, ie. the institution of national health service.
Culyer"s ideas rely on the presence of positive externalities with respect to health, namely, that people might care for others" health. This hypothesis, confirmed here, is obvious with respect to contagious diseases but perhaps it is interesting for non-contagious illness, such as the ones we considered in this paper.
With regards to further research, it could be interesting to investigate the role of other dimensions of social comparison in subjective well-being. Our paper has shown that health is important, but other determinants could be at work. Furthermore, even if we try to check the stability of our results across people with different cultural backgrounds, we have conducted the research only on an Italian population. An empirical investigation across countries would be useful to gain new insights on other dimensions of social comparison that influence subjective well-being. 
